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 N 000 Initial Comments  N 000

This was a State licensure home health complaint 

investigation survey.

Complaint #:  IN00161146 - Unsubstantiated:   

Lack of sufficient evidence.

Survey Date:  4-1-15

Facility #:  005269

Medicaid Vendor #:  100272810A

Hoosier Uplands Home Health was found to be in 

compliance with the Indiana State rules for home 

health agency licensure 410 IAC 17-12-3(b)(2)(A) 

and 410 IAC 17-12-3(c)(1) and (2) as were 

related to this complaint.
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